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REFERENCES 
Small joint arthroscopy can be utilized for septic 
arthritis, synovitis, osteochondral lesions, arthritis, & 
various other pathologies2. However, information 
regarding arthroscopy of the first 
metatarsophalangeal joint (MTPJ) is limited in the 
literature. This case report discusses the use of 
arthroscopy for septic arthritis of the 1st MTPJ. 
Arthroscopy of the 1st MTPJ was first described by 
Wanatabe in 19721. Small joint arthroscopy can be 
utilized for septic arthritis, synovitis, osteochondral 
lesions, arthritis, & various other pathologies2.   
Septic arthritis is often erythematous, hot and 
monoarticular with etiologies including direct 
inoculation, hematogenous, contiguous invasion or 
due to post surgical infection. S. aureus is the most 
common infecting organism in patient populations. 
Debnath et. al. found that arthroscopic surgery 
resulted in pain free first metatarsophalangeal joints 
in 95% (19 of 20 patients)5.  Ahn et al who 
performed arthroscopy of the 1st MTPJ in 59 
consecutive cases, found it to be safe and 
reproducible3.  
A 70-year-old diabetic male presented with cellulitis 
of the right forefoot after stepping on a nail, which 
punctured through his right shoe and into his right 
first MTPJ (Fig. 1).  An MRI was performed and it 
was consistent with septic arthritis of the first MTPJ 
(Fig. 2). After an extensive discussion regarding 
open debridement versus a minimally invasive 
approach, arthroscopy was chosen in an attempt to 
decrease the risk of complications such as wound 
dehiscence, infection, or even amputation. 
  
We found that utilizing a minimally invasive 
arthroscopic approach to debride the 1st MTPJ is a 
safe and viable alternative to an open incision and 
debridement in the case of a septic joint in an 
elderly diabetic patient.  The intraoperative 
aspiration and arthroscopy was performed after 
cellulitis to the portal sites resolved to avoid any 
further inoculation of bacteria into the joint. The 
aspiration of the joint resulted in white blood cells 
with dark yellow cloudy fluid.  We were also able to 
avoid any potential cartilage damage by avoiding 
an alternative technique of multiple repeated needle 
aspirations and irrigation. We employed the use of 
gentamicin in our normal sterile saline due to the 
fact that this was a puncture wound through the 
patient’s shoe where P. aeruginosa is a common 
infecting organism.  Yazdi et. al. found that the 
incidence rate of septic arthritis after arthroscopic 
ACL reconstruction was significantly lower (P 
<0.05) when irrigated with gentamicin solution than 
merely with saline solution4.  
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SURGICAL TECHNIQUE 
The patient was placed on the operating table in a 
supine position with a leg holder at the level of the 
right calf. 20cc of 1% lidocaine without epinephrine 
and 0.5% bupivacaine without epinephrine (1:1) 
was injected into the right foot in a mayo block 
fashion. The operative foot was then scrubbed, 
prepped and draped in the usual aseptic manner. A 
pneumatic ankle tourniquet was utilized and the 
right foot was exsanguinated and the tourniquet 
was insufflated to 250 mmHg. 
 
The extensor hallucis longus tendon was identified 
at the level of the 1st MTPJ and marked with 
indelible ink. The right hallux was then distracted 
utilizing a kerlix wrapped around the hallux and 
attached to the distraction device. A finger trap can 
also be utilized as an alternative. The dorsolateral 
and dorsomedial portals were identified and 
marked, medial and lateral to the extensor hallucis 
longus (EHL) tendon at the level of the 1st MTPJ 
(Fig. 2). 
SURGICAL TECHNIQUE CONTINUED 
The joint was then insufflated using an 18g needle 
and 3cc’s of normal sterile saline.  An incision was 
made at the dorsomedial portal utilizing a #11 
blade. The obturator was first inserted 
dorsomedially to ensure the integrity of the portal. 
Due to the patient’s size, we were able to 
comfortably use a 2.7mm arthroscope. Smaller 
arthroscope sizes can be utilized as needed. Next, 
the obturator was removed and the camera was 
inserted with the cannula into the medial portal. The 
joint was well visualized and a second stab incision 
was made at the dorsolateral portal by directing the 
camera laterally.  A 1 liter bag of normal sterile 
saline mixed with 80mg/L of gentamicin was used 
for the arthroscope under gravity. Upon entry with 
the arthroscope, synovitic tissue (Fig. 4 A) was 
visualized along with yellow fluid. The 1.9mm 
Arthrex shaver was inserted at the dorsolateral 
portal and visualized on the camera. The shaver 
was utilized for debridement at the level of the 1st 
MTPJ. No articular cartilage defects were noted pre 
and post procedure. 
We believe that utilizing this approach obviated the 
need for a future amputation in a high-risk patient. 
Care was taken during the procedure to ensure the 
patient’s articular cartilage was not violated (Fig. 4 
B & C). This indicates that this technique can be 
applied not only to cases such as septic joints, but 
also in synovitis, osteochondral lesions, arthritis, 
and others. Arthroscopy of small joints has become 
a promising tool with increased interest and 
improved technology6.  There are limited studies of 
small joint arthroscopy in the foot, but with suitable 
patient selection, this can be an invaluable 
technique with a potential to decrease the risk that 
is associated with more invasive procedures.  
 
Puckering was noted dorsomedially and 
dorsolaterally when the hallux was distracted. 
Synovial fluid was extracted from the joint of 
interest with an 18g needle. The fluid appeared 
dark yellow and cloudy and was sent for culture and 
fluid analysis.  
A 
Figure 2: T2 sequence of MRI show a joint effusion 
and soft tissue edema at the level of the 1st MTPJ, 
consistent with septic arthritis. A) Sagittal view. B) 
Coronal view. C) Axial view. 
 
B C 
Figure 3: Preoperative examination of the foot shows cellulitis 
has resolved. The EHL tendon is identified and marked. The 
dorsolateral and dorsomedial portals are marked lateral and 
medial to the EHL tendon at the level of the 1st MTPJ.  
 
A B C 
Figure 4: Intraoperative arthroscopic imaging. 
A) Synovitic tissue is noted in the 1st MTPJ. B & C) Post-
arthroscopic debridement of 1st MTPJ showing articular cartilage 
is intact and free of any defects.  
Figure 5: Postoperative clinical image with 
sutures intact at the dorsolateral and dorsomedial 
portal sites. No signs of infection noted. 
 
ANALYSIS & DISCUSSION CONTINUED 
The sutures at the portal sites were removed on 
post-operative day 14. The patient was pain free by 
post-operative day 7 and range of motion to the 
joint had been restored. The patient was 
subsequently followed for 1 year and no clinical or 
radiographic signs of infection were noted and the 
patient was pain free during this time. Additionally, 
the preoperative AOFAS score of 47/100 improved 
to 93/100 12 months after the surgery. 
CASE STUDY CONTINUED 
Figure 1: Initial examination revealed edema and 
cellulitis of the forefoot, which was marked to monitor 
progression/recession of erythema. 
 
